Background: Since 2011, advanced practice physiotherapists (APPs) have triaged
| INTRODUCTION
Increased demands on health services, with growing waiting lists, staff and skill shortages, and need for cost containment (Jones, Powell, Watkins, & Kelly, 2015; McPherson et al., 2006) , together with recognition of the wider clinical expertise and competence of various health disciplines, have driven the transformation of healthcare models with the development of advanced practice health professional roles.
Physiotherapy is one such discipline which has broadened its practice remit in the UK, Canada, New Zealand, Australia, Sweden and, more recently, in Ireland (Fennelly, Blake, Desmeules, Stokes, & Cunningham, 2017) . Enhancement in scope of practice sees physiotherapists conducting tasks that are traditionally more aligned with a medical scope of practice, with increased autonomy (Desmeules et al., 2012) .
These advanced practice physiotherapists (APPs), formerly known as extended-scope practitioners in the UK (Chartered Society of Physiotherapy, 2016a), most commonly operate as part of adult orthopaedic services, but are also found in emergency departments (McClellan, Cramp, Powell, & Benger, 2013) , primary care (Goodwin & Hendrick, 2016) and paediatrics (O Mir et al., 2016) .
In Ireland, the first national roll-out of an APP service began in 2011, as part of a joint initiative of the National Orthopaedic and Rheumatology Clinical Programmes (Royal College of Physicians of Ireland, 2012) . Twenty-four APP posts were integrated into outpatient orthopaedic and rheumatology services at 16 (55%) of the 29 public hospitals with an orthopaedic speciality and 15 (71%) of the 21 public hospitals with a rheumatology service (National Treatment Purchase Fund, 2016 ). These were the major acute hospitals across all six adult hospital groups in Ireland, including six Model 3 (acute surgery and medicine, with 24-hr emergency department services and critical care), eight Model 4 (all Model 3 services, with the addition of specialist, supraregional care) and three orthopaedic specialist hospitals (exclusively for elective procedures). Whereas, traditionally, all patients referred to hospital orthopaedic or rheumatology services by their general practitioner (GP) (i.e., primary care physician) were assessed by a medical physician, despite not all patients requiring a medical assessment, now the new service development sees APPs triaging the care of patients deemed non-urgent on screening of referral letters.
Physiotherapy scope of practice differs between countries, leading to discrepancies in APP roles. For example, in the UK, physiotherapists with specific additional training are permitted to order diagnostic imaging (Chartered Society of Physiotherapy, 2016b), whereas in Canada permission to order imaging varies by province (Chong et al., 2015) , and in Ireland physiotherapists do not have image ordering rights. Given that advanced practice represents a 'level of practice' as opposed to a specific role (Chartered Society of Physiotherapy, 2016a), resultant APP service operating procedures are often dependent on individual hospital system policies, hospital regulatory mechanisms and individual consultant doctor (i.e., senior specialist doctor) preferences. Variances therefore exist in APP roles, even within the same country (Fennelly, Blake, Desmeules, et al., 2017) , making it difficult to ensure widespread professional recognition and, thus, doctors' confidence in APP triage (King, Tod, & Sanders, 2017) , and generalize research findings to other settings. Owing to this diversity, comprehensive evaluation of newly established APP services requires inclusion of all APP sites, as well as documentation of tasks performed, autonomy, training and qualifications (Stanhope, Grimmer-Somers, Milanese, Kumar, & Morris, 2012) .
Although a National APP Database existed in Ireland to monitor wait time reductions and increased patient throughput , the lack of standardization of APP services across hospital sites and the absence of a registry or defined APP credentials, rendered it difficult to fully interpret and act on findings on a national basis. Profiling of the services and clinicians in Ireland requires the gathering of broader data from the APPs themselves across the hospitals sites, with a view to informing ongoing development and provision of training, and enabling further interpretation of the process data. Additionally, the physiotherapist experiences of the new advanced practice role should be explored, with consideration of the potential impact of opportunities for role enhancement and increased responsibilities on job satisfaction and retention (Bacopanos & Edgar, 2015; Weatherley & Hourigan, 1998 (Fennelly, Blake, Desmeules, et al., 2017) . 
| Questionnaire development
The questionnaire was specifically-designed by two of the authors [O. 
| Data analysis
Data were coded, entered into the Statistical Package for the Social Sciences (SPSS), version 20.0 and analysed using descriptive statistics.
Service factors were grouped by hospital site and compared, to avoid duplication in reporting, and the clinician factors for each individual APP were analysed. At sites where APPs reported both pre-and post-MSK service wait times, mean changes in wait times were evaluated.
Qualitative data from the open-ended questions were analysed using an inductive content analysis (Graneheim & Lundman, 2004) .
Two authors [O.F. and C.C.] examined and coded the data independently of each other, with codes compared and consensus reached via discussion where required. Codes were grouped into mutually exclusive themes, and responses reviewed on a continuous basis to ensure that no manifestations of themes were missed, and that no code was excluded. 
| Ethical approval

| Clinical pathway
GP referral letters to participating orthopaedic and rheumatologist consultants were usually screened to determine appropriateness for an APP versus consultant doctor appointment, but three sites (19%) allowed direct referrals from GPs to the APP service. At the time of the APP appointment, consultant doctor input on clinical decisions could usually be acquired if needed, and this was facilitated by colocation of APP and consultant clinics (n = 11; 85%), as opposed to the APP clinic being situated in the physiotherapy department (n = 2; 15%). Follow-up appointments required for injections, interpretation of investigation results or consultant doctor input were shorter (<30 min) than new appointments (<45 min), and at eight sites (62%) self-referral by patients for return appointments was permitted if their specific condition had deteriorated within 1 year.
| Clinician factors
| APP demographics
Seventeen APPs (68%) responded to the national survey. All had more than 5 years' clinical MSK experience, with the majority in the APP post for more than 2 years (Table 1) , in a full-time capacity (n = 13; 76%). While most had a postgraduate degree (Table 1) , additional role-specific training had been provided via consultant doctor shadowing and mentoring (n = 14; 82%), as well as a bespoke health service executive course (n = 7; 41%) and training from another APP (n = 3; 18%). Other continuing professional development (CPD) courses on radiology, blood tests and injection therapy, and a visit to a UK APP centre of excellence, were also reported.
| APP responsibilities
Each APP worked with more than one consultant doctor, usually in both orthopaedic and rheumatology triage (n = 10; 59%), with fewer Ten APPs (59%) reported screening some GP referral letters to select appropriate patients for the APP clinic, while only one APP (6%) had delegated authority to order clinical imaging. All other APPs (n = 16; 82%) arranged X-rays via discussion with a doctor, while some APPs most commonly referred patients for a doctor's appointment to arrange a computed tomography, magnetic resonance imaging or ultrasound (US) scan, or neurophysiological tests (Table 2 ). In most cases where surgery was indicated, APPs referred patients to an orthopaedic consultant, but two APPs could list patients for a USguided injection (Table 2) .
Although operating primarily in a triage role, most APPs (n = 15; 88%) provided physiotherapy treatment (i.e., exercise, manual therapy) to a small proportion of their patients. Decisions regarding Physiotherapy referral pathways available to APPs: primary care (n = 16); the same hospital (n = 16); other hospitals (n = 12); or private practices (n = 5); were influenced by the patient's previous physiotherapy input and availability of physiotherapy services in their geographical location.
| APP experiences of the role
Physiotherapists (n = 12; 71%) reported positive and challenging aspects alike in their experience of the advanced practice roles, relating to both the training provided and current service operating procedures. The themes were identified are listed below.
Increased interdisciplinary communication and support
The Lack of CPD opportunities for this role within Ireland.
(APP working across orthopaedic and rheumatology triage for 2.5 years)
Consultant doctor dependent
The advanced practice training and operating of the APP service depended highly on the consultant doctors participating. APPs reported that, with time, consultants gained confidence in physiotherapists' ability and engaged more in the APP service.
However, this presented difficulties for APPs covering leave, who had to learn "on the hoof" (APP covering leave in orthopaedic and rheumatology triage). Another APP said:
Each hospital consultant has a different approach in their clinics and it takes time to build a good relationship, which eventually makes the clinic run more smoothly.
(APP working in orthopaedic triage for 2.5 years)
Large workload
Challenging caseloads and lack of administrative support for APPs resulted in "significant workloads in terms of admin (referral triaging/scheduling/ letters/follow up)" (APP working across orthopaedic and rheumatology triage for 4 years). Larger demands were also placed on APPs working in rheumatology services, which were said to be more "time consuming" than orthopaedic services, and at sites where an increase in the number of consultant doctors participating resulted in longer waiting lists for APPs. Without an increase in support for the APPs to deal with the demands of this role, there was a risk of job "burnout for physiotherapists" (APP working across orthopaedic and rheumatology triage for 4 years). (n = 15) most commonly selected the health dimension "Function/disability" and chose relevant PROMs which could be used (Table 3) , but the feasibility of collection requires further investigation. (Dawson & Ghazi, 2004) . The APPs conducted advanced practice tasks with varying levels of autonomy and responsibility, in relation to referral letter screening, injection therapy, and arranging investigations and surgery. Similarly to previous findings (Dawson & Ghazi, 2004; Stamm & Hill, 2011) , the advanced practice role allowed for professional development, with increased knowledge and growth in interdisciplinary networks and support. However, the APP workload was regarded as heavy, with deployment of more formal training opportunities and supports warranted. investigations, injection therapy and surgical reviews. Co-location of APP-consultant clinics has been found to alleviate any barriers to consultant input for these medical services and onward referrals (Holdsworth, Webster, & McFadyen, 2008) , as well as supporting its clinical governance. These organizational factors influenced the efficiency of APP services and need to be taken into account when comparing the process-related outcomes between services.
3.3
Despite a lack of credentialing for APPs in Ireland, all the physiotherapists had extensive MSK experience consistent with the UK Chartered Society of Physiotherapists criteria (Chartered Society of Physiotherapy, 2016a), and the majority had a postgraduate qualification at MSc/PhD level, most of which had been self-funded. However, the additional responsibilities of the role required role-specific training, most commonly accessed on ad hoc basis both in Ireland and the UK (Gilmore, Morris, Murphy, & Kumar, 2011; Weatherley & Hourigan, 1998) . This was important for building working relationships with consultant doctors, becoming embedded in the medical team and receiving appropriate medical training (Dawson & Ghazi, 2004; Holdsworth et al., 2008; O'Mahony & Blake, 2016) . However, provision of dedicated, formal training programmes to become an APP was welcomed and would improve transparency of career progression paths and doctors' confidence in MSK triage services (Holdsworth et al., 2008; Moffatt, Goodwin, & Hendrick, 2017; O'Sullivan & Doody, 2014) , as well as supporting the case for formal CPD funding and enhancement of remuneration for APPs, who take on responsibilities which lie beyond those of traditional physiotherapy practice.
Although some APPs had the autonomy to conduct tasks such as arranging investigations and administering injections, the slow progression in formal changes to physiotherapy scope of practice led to frustration among APPs, who found their expertise undermined.
Ordering clinical investigations is deemed an important aspect of the triage role (O'Mahony & Blake, 2016) , and changes to legislation, coupled with formal training courses, are required to allow greater physiotherapy autonomy. These changes have already occurred in the UK, where physiotherapists have limited medication prescription rights, and will soon be permitted to certify fitness to work (Chartered Society of Physiotherapy, 2012) . This would also improve service efficiency by reducing interruptions to doctors' clinical time.
As well as lessening patient wait times, opportunities for health professionals to progress their careers and access interdisciplinary learning, improves their job satisfaction (Bacopanos & Edgar, 2015; Thom, 2018) . However, the experiences of the advanced practice role were dependent on consultant doctors, and to ensure job retention and prevent burnout, adequate support must be provided to APPs. APPs were also frustrated that the service remained focused on wait times and patient throughput, rather than on patient-focused outcomes. This lack of emphasis on patient outcomes is also reflected in the international literature (Comans, Clark, Cartmill, Ash, & Sheppard, 2011; Fennelly, Blake, Desmeules, et al., 2017) . 
| Strengths and limitations
Although a high survey response rate was achieved across hospital sites (81.3%) and from individual APPs (68%) (Baruch & Holtom, 2008) , three hospital sites, with seven APPs in post, did not respond, and a more in-depth exploration of APP experiences and validation of wait times is required. Nevertheless, for the first time, a national APP service has been profiled from the APP perspective, and this will inform further research regarding the most efficient and effective clinical pathways, and enable international comparisons to be made (Stanhope et al., 2012) . and learning opportunities, but further availability and investment in formal education and training programmes was required, which would enhance APP career pathways. Finally, further evaluation and focus on patient outcomes is recommended to support the new APP services.
